Although efforts to raise awareness about the increasing rates of obesity and related health consequences have been pervasive in the 21st century, a recent report suggests that rates continue to rise, with 38 percent of US adults estimated to be obese as of 2014 ([@bibr19-2055102916634365]). Furthermore, *The Lancet* indicates a 45 percent rise in the prevalence of diabetes from 1990 to 2013, a development attributed primarily to obesity and indicative of the profound reach of obesity-related disability ([@bibr5-2055102916634365]). These figures would be less disheartening if treatment for obesity did not remain so elusive. Dieting is often conceptualized as the first line of defense (assuming prevention is not effective), yet the effectiveness of dieting is nothing short of abysmal ([@bibr12-2055102916634365]). In fact, some research ([@bibr11-2055102916634365]) indicates that dieting may be counterproductive in efforts to reduce weight; weight *gain* is often a more likely result than weight loss. This leaves the most invasive surgical treatments to be the most likely methods for producing long-term weight loss, but these cosmetic and weight loss treatments present both risks and expenses that make them less than desirable for many (and an untenable solution to the global obesity problem; [@bibr12-2055102916634365]; [@bibr14-2055102916634365]; [@bibr22-2055102916634365]).

Clearly, a greater understanding of the complex factors that contribute to obesity is necessary for prevention, intervention, and treatment efforts to produce better results. Because this area of study is largely data-driven, in that emphasis and acclaim are given to the latest studies that produce the greatest weight loss, theories of obesity are relatively rare and those that prevail focus on the interplay between biological and environmental factors in producing obesity (see [@bibr23-2055102916634365]). In other words, the nature of the problem of obesity lends itself to applied work more often than theoretical work. However, the current obesogenic environment is arguably ([@bibr4-2055102916634365]; [@bibr20-2055102916634365]) the leading contributor to obesity rates, and understanding and altering this environment will require a psychosocial focus. Marks' Homeostatic Theory of Obesity offers a comprehensive approach to conceptualizing factors contributing to obesity, thereby addressing the field's relative lack of theoretical understanding. Marks' description of a "Circle of Discontent" (COD) that links body dissatisfaction, negative affect, overconsumption, and weight gain hones in on some of the primary psychosocial factors that could be targeted in obesity interventions and treatment paradigms.

Unlike most research that examines the causes and consequences of obesity, Marks gives body image a central role in his theoretical approach. It is well established that body size (i.e. body mass index (BMI)) and body dissatisfaction are positively related ([@bibr13-2055102916634365]), and that the relationship between these two constructs is likely reciprocal (higher weight statuses producing body dissatisfaction and body dissatisfaction contributing to maladaptive eating patterns that likely lead to increases in weight status; [@bibr13-2055102916634365]). Marks reminds us that depression and self-esteem are an important part of this equation; general negative affect is associated with body dissatisfaction, patterns of consumption, and directly with weight status. One intriguing factor that follows from Marks' theoretical approach is the discussion of self-compassion as a possible avenue for intervention and treatment of body dissatisfaction and, thus, obesity. Self-compassion (see [@bibr18-2055102916634365]) includes elements of self-kindness and self-awareness that have been shown to reduce body dissatisfaction. Thus, it seems possible to focus one aspect of obesity treatment on enhancing self-compassion and reducing self-criticism so that individuals can become more in tune with physiological cues signaling hunger and satiety and expend less energy engaged in a mental "war" with their bodies.

It may seem counterintuitive to focus on body image and mood enhancement as components of obesity treatment. After all, some could argue that weight loss would independently improve body image and mood. However, Marks reminds us that "people eat to calm themselves, reward themselves, assuage sadness or guilt or to reduce feelings of isolation" (p. 14). In other words, food has many meanings and uses for people, and reducing emotional states that lead to a reliance on food as a panacea may be an important step in reducing obesity. Breaking the cyclical nature of the mood--food relationship is particularly important given recent research that delineates the ultimately unsatisfying role of "comfort foods" in people's lives ([@bibr25-2055102916634365]). Although people expect high calorie (typically nonnutritive; e.g., chocolate) foods to produce a mood-enhancing effect, there is evidence that they overattribute the effects of particular foods on their mood when usually any food (or no food at all!) would result in improvements in mood. Indeed, it is the passage of time, not consumption, that may be responsible for improvements in mood ([@bibr25-2055102916634365]). Conditioning people to pass time in more productive ways---for example, through exercise or spending time with supportive others---may contribute to effective coping and weight reduction.

The interpersonal nature of obesity is an important element of Marks' theoretical approach. In fact, the three primary causes of overweight and obesity that Marks posits all have an interpersonal component worthy of further examination. First, negative public perceptions of large body size that lead to individuals' dissatisfaction with their own body size are inherently interpersonal as they require individuals to perceive themselves in response to others' perceptions. Second, high levels of negative affect associated with body dissatisfaction may be dampened by emotional support or, alternatively, exacerbated by inadequate or inappropriate social network involvement ([@bibr6-2055102916634365]). And third, parents, peers, and significant others play a significant role in our eating habits ([@bibr12-2055102916634365]). For example, as some of our own work addressing romantic couples suggests, men and women who are relatively heavy and who have relatively thin romantic partners are at particular risk for engaging in emotional eating ([@bibr15-2055102916634365], [@bibr17-2055102916634365]). Emotional eating also may be in response to stress associated with relationships, which have been found to be the most common daily stressor ([@bibr2-2055102916634365]).

Although we agree with Marks' emphasis on the social and developmental aspects of weight gain (particularly the role of parents), we believe our work suggests this emphasis could be extended through the inclusion of research pertaining to romantic partners. Not only has a modest correlation among married partners been found for weight status ([@bibr8-2055102916634365]; [@bibr16-2055102916634365]), but also specific relationship experiences are associated with eating behaviors and weight status. For example, romantic partners often support and regulate the eating behaviors of their significant other ([@bibr1-2055102916634365]; [@bibr16-2055102916634365], [@bibr15-2055102916634365]), which is more likely to occur if their significant other is heavy ([@bibr17-2055102916634365]). Thus, leveraging appropriate involvement by romantic partners may be an important component of obesity interventions.

Marks' consideration of the interpersonal nature of obesity focuses on attachment theory and the role of caregivers in infancy in shaping relationships and identity throughout adolescence and adulthood. Gender plays an important role in these identities and is central to any discussion concerning eating behaviors. Marks aptly notes important gender differences with respect to BMI and body dissatisfaction, as well as those affecting dieting practices. In doing so, he highlights a strong need to address such differences regarding obesity and body dissatisfaction interventions. Research suggests that although men tend to have less dissatisfaction with their weight and attempt weight loss less often than women, their weight loss strategies are likely to include increased exercise and reduced fat intake, while women's strategies tend to include dieting and prescription pills ([@bibr24-2055102916634365]). Women may be more susceptible to emotional disinhibition of eating ([@bibr10-2055102916634365]), but are more likely than men to consume adequate amounts of fruits and vegetables on a regular basis (provided sufficient emotional and informational support; [@bibr21-2055102916634365]). These findings indicate that although proper diet and exercise practices are encouraged for all individuals (to which men respond relatively well), women may see more beneficial results from interventions that emphasize emotional support and encouragement toward meeting dietary and exercise goals.

In addition to a greater exploration of gender issues, Marks' theory would have an even greater impact if it delineated explicit links between the COD and modes of intervention and treatment. What Marks offers in terms of breadth leaves some depth obscured. But, digging into the applied issues is no small challenge. After all, how do we keep people from overeating the overabundance of energy-dense, palatable foods that surround them (and then, address the negative mood that follows)? How do we address mental health contributors to body dissatisfaction and learned helplessness in an obesogenic environment? How do we create a sense of efficacy---and enjoyment---concerning food that allows for the establishment of healthy eating habits? And, how can we eliminate stigma against the already obese that reduces their life satisfaction and inhibits their ability to maintain weight loss?

Changing the environment has the potential to change individuals' maladaptive behaviors that predict obesity ([@bibr4-2055102916634365]; [@bibr7-2055102916634365]). Systemic, environmental contributors to obesity may be addressed by public policy and legislation. Marks acknowledges this and provides suggestions (e.g. monitoring fashion advertisements, taxing soda) that are supported by leading public health professionals and advocates in obesity prevention ([@bibr3-2055102916634365]; [@bibr9-2055102916634365]). However, these mechanisms are not particularly psychological in nature and will not necessarily address the COD that Marks raises as central to the creation of the obesity epidemic. So, what will?

Marks' theoretical approach raises a critical and often ignored question: How does an appreciation of the psychological nature of obesity contribute to prevention, intervention, and treatment efforts? We believe that psychologists have much to offer in solving the obesity crisis, but the success will require cooperation among experts across disciplines including medicine, health policy, psychology, nutrition, public health, and sociology. Marks' comprehensive theory of obesity is a step toward this necessary coordination and we are hopeful it will help to reduce the reach of obesity and its deleterious consequences.
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